INTRODUCTION
Currently, with appropriate medical treatment of peptic ulcer disease (PUD) with proton pump inhibitors and helicobacter pylori infection eradication, gastric surgery is infrequently needed for the management of resistant PUD and its complications. So, the complications of surgery for the treatment of PUD have been dramatically decreased. 1 Common complications of PUD such as dumping syndrome, post vagotomy diarrhea, and afferent and efferent loop syndrome, which are generally nominated as postgastrectomy syndromes are often self limited and in less than 1% of cases become progressive and debilitating. 2 Furthermore, postgastrectomy syndromes are more seen in special surgical techniques such as vagotomy to resection. 2, 3 Here in, we present a very rare complication of gastric surgery in a patient with medical history of PUD that was manifested by debilitating chronic diarrhea.
CASE REPORT
A 42-year-old man was admitted to our hospital for assessment of chronic watery diarrhea. His complaint had been started about 8 months earlier and progressed by time. The frequency was 8 to 10 times per day without pain or bloody diarrhea, which was aggravated by eating but was constant during fasting and could awake him during sleeping. He had 20 Kg weight loss during this time and recently he complained of progressive fatigue and walking disability. 5 months ago, he also had been assessed for this problem and underwent diagnostic laboratory tests (table1). Upper and lower gastrointestinal (GI) endoscopy with biopsy at that time was normal. To rule out Zollinger Ellison syndrome, fasting gastrin serum was performed, which was 35 pg/mL and octeroscan was normal. Empirical therapy with metronidazole and ciprofloxacin was started with the impression of blind loop syndrome but his condition did not improve.
In his medical history, he had abdominal pain, postprandial vomiting, and weight loss about 2 years ago. He had undergone gastrojejunostomy for the treatment of bowel obstruction due to duodenal ulcer. He did not have a history of travel, recurrent infections, and high risk sexual contact. He was married and did not have a history of any significant diseases in his family.
In physical examination, he was pale and cachectic. His vital signs were normal. No lymphadenopathy, thyromegaly, heart murmur, and abnormal sound in lung were detected. The abdomen was soft with midline surgical scar without tenderness and organomegaly. In neurological examinations he had proximal weakness in his four limbs. Mild pitting edema was detected in lower extremities. Other exams were normal.
The results of laboratory tests on admission are shown in the table. Significant findings were sever hypokalemia (K=1.8 mmoL/L), mild anemia (Hgb=11 g/dL) and low serum albumin level (Alb=2.8 g/dL). Stool exam was normal. Sudan ш staining and stool collection for the measurement of fat were not be performed.
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Abdominal computed tomography (CT) with contrast was normal. Transit of small bowel showed rapid transit time in small bowel and bypass of some parts of it (figure 1).
According to the result of upper GI series, after correction of potassium abnormality and improving the nutritional status with total parenteral nutrition (TPN), we scheduled him for exploratory laparotomy. During the surgery, a 5-cm fistula was detected between the inferior wall of the body of stomach and transverse colon. The repair of gastrocolic fistula was performed in one-stage surgery.
He was discharged from the hospital 7 days after surgery without any complaint of diarrhea. During 6 months follow-up, he was in remission and had about 10 kg weight gain.
DISCUSSION
Chronic diarrhea, which is defined as diarrhea lasts longer than 4 weeks, is not uncommon after gastric surgery. Dumping syndrome, intestinal hurry, small bowel bacterial overgrowth, pancreatic insufficiency, and bile acid malabsorption are major causes of it. 3, 4 Gastrocolic fistula is a very rare and late complication of gastric surgery, which is manifested by chronic diarrhea. Our knowledge about gastrocolic fistula after gastric surgery is limited to case reports and small published case series. 5, 6 GI fistula mostly occurs 20-30 years after gastric surgery. 5 Malnutrition, use of glucocorticoids, emergency surgery, and surgical technical defects such as inadequate gastric resection, and incomplete vagotomy can predispose to it. 7, 8 Diarrhea, weight loss, and fecal vomiting or fecal odor are most common manifestations of gastrocolic fistula, which was seen in 80%, 82%, and 32% of patients, respectively. Diarrhea is mostly sever and debilitating. It is often watery and contains food particles and may be bloody in 15% of cases. It may become worse with eating and supine position. 9 When gastrocolic fistula is suspected, upper GI series and barium enema should be performed. Barium enema is the most helpful diagnostic procedure with 95% sensitivity. Upper and lower GI endoscopy and CT enterography may show the fistula but they are usually performed to rule out other causes of chronic diarrhea. 7, 10, 11 Early management of GI fistula is correction of electrolyte abnormalities and enhancement of nutritional condition with TPN. Malnourished patients with GI fistula in distal small bowel and colon were candidate to surgery. 7, 10, 12 In conclusion, Gastrocolic fistula is a very rare complication of gastric surgery but should be considered in all patients with complaint of chronic diarrhea after gastric surgery. Barium enema is the most helpful diagnostic imaging test. Surgery should be recommended especially for malnourished patients. 
